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with bi-lateral lithotomy should be had recourse to. No attempt should be made to extract a calculus too large to be extracted by the last-mentioned operation ; though I agree with Erichsen that, if the calculus should be found to be too large for safe extraction through the perineum, the best plan would be to perform the recto-vesical operation; but no stone of such a size ought knowingly to be operated upon.
Section VII. Chloroform.?This should be given to the second degree before tying up the patient, otherwise danger may occur from the embarrassment to respiration, resulting from the hands being fixed to the feet, and thus impeding the natural respiratory movements of the chest.
If any difficulty should be met with, and the operations consequently prolonged, it may be advisable to stop the administration of chloroform; otherwise a very large quantity may be inhaled in repeated doses, and this would be especially dangerous in the state of shock which a prolonged operation produces.
If failure of the circulation and respiration should be imminent, the first remedy to be tried, and the one most generally successful, is to apply strong ammonia to the nostrils; while at the same time the mouth should be forced open, and if the symptoms continue, a few drops of the ammonia should be poured into it. In some few cases, I think, the anaesthetic should not be given. I lately operated without it in a boy with ana;mie bellows sound, and no perceptible pulse at the. wrist.
The operation was quickly performed without producing shock, but instead improved the radial pulse.
In these cases, if one method of restoration is not rapidly successful, others should be quickly used in succession, such as, pulling forward the tongue, dashing cold water on the face? artificial respiration by Silvester's method, and inflation of lungs by mouth or bellows, with compression of the thorax.
"With reference to the latter mode, Dr. Richardson, in an article published at page 90 in the Lancet of the 15th January 1870, says:?" lie is opposed to rough handling or compression of the chest; though he thinks a change of position useful, and therefore recommends that the patient should be gently rolled over upon his left side. He, however, principally depends on artificial respiration by means of a double-action bellows. If the above means fail, no delay should occur in galvanizing the phrenic nerves, as described at page 575 of the Lancet of the 27th April 1872, as follows :?
Apply the poles, one on each side, behind the posterior border of the sterno-mastoid, a little below the middle of the neck, pressure being made deeply inwards and forwards, as if to get under the edge of the muscle. As soon as an inspiration has taken place, the poles should be raised, while an assistant compresses the chest walls to imitate the expiratory movement."
This process should be rhythmically continued. It is well to be aware, as Dr. Sanson has pointed out, of the great liability to the inhalation of poisonously high percentages of chloroform at high temperatures, unless proper care be exercised.
Section VIII.
Lateral operation.?It has been my common practice to give the patient a dose of oil the day before, and an enema of warm water about one hour and a half before the operation; though in very weakly patients the former has been omitted with advantage. After the enema the urine should be retained; but if this is impossible, from 2 to 6 ounces of tepid water should be injected into the bladder. If there is difficulty in the introduction of instruments, I think it better not to lose time in attempting to give the injection, especially as the operation is almost equally successful and easy when the bladder is empty as when full. From fear of the rectum being injured by the enema tube in young children when struggling, I find it sufficient to have the rectum emptied by the introduction of the finger into it. All the incisions may be made with the same knife, but the point of it should not be so sharp as to catch in the staff, nor so blunt as to become entangled in without cutting the folds of mucous membrane of the urethra ; as in this case, it might tear across the canal of the urethra, and so fail to enter the bladder.
It is a good plan to run the point of the knife along the groove of the staff before commencing the operation, so that if it should THE INDIAN MEDICAL GAZETTE. [August 1, 1873. catch, either tho groove of the staff may be smoothed, or the point of the knife blunted, "whichever may be in fault.
Having passed the staff into the bladder and felt the stone, direct the assistant to hook it under the symphisis pubis in the centre line of the perineum.
Then, having given chloroform and tied up the patient, bring him to the end of the table, so that his nates project beyond it, where he is to be held on each side by an assistant, who should be directed to keep the perineum fairly exposed and immovably fixed, and prevent the tilting upwards of the buttocks. The Surgeon should then trace the course of the ramus of the pubis and ischium on the left side, and introduce his finger into the rectum to cause it to contract, and to ascertain the state of the prostate. The external incision is commenced in the raphe of tho perineum | inch to 12 inches above the anus, and is carried downwards and outwards midway between the anus and tuber ischii to the extent of 1J to 3^ inches. The exact length of this incision should depend on the age of the patient and the nature of the case ; for if the bladder is deep from obesity or enlarged prostate, or if the stone be largo, the longer incision should oe made; while in spare adults with small stone, and in children, a limited incision will suffice. The left forefinger should then be put into the rectum, and the middle and lower parts of the wound incised.
Then removing the finger from the rectum and pi-essing it into the middle of the wound, the upper part of the wound should be incised very carefully, so as just to admit of the staff being felt by the tip of the finger in the membranous portion of the urethra. "While making these incisions, the fibres of the transversalis perinei muscle will be seen stretching across the line of incision, a little about the level of the anus lying, in an adult, at the depth, from tho surface, of the length of the distal phalanx of the index finger, i.e., about 1 j inches.
If the stone be large, the patient muscular, or the bladder deep from obesity or enlarged prostate, it is necessary to incise these fibres; but care must be used in doing so, as the coats of the rectum lie immediately underneath them, and sometimes even bulge into tho external incision while it i3 being made. These precautions are especially necessary if the patient ha3 been previously operated upon, as the parts aro then so matted together that the rectum may easily bo wounded.
If, while incising towards the bladder, tho rectum should become prolapsed, aud there should be a difficulty in keeping it in its proper place, it may be left out of position while the operation is proceeded with.
The situation of the bulb of the urethra having been noted, the nail of the forefinger of tho left hand should be lodged in the groove of the staff where it is covered by the membranous portion of tho urethra behind tho bulb, at a spot a littlo posterior to the lower border of the symphisis pubis. Tho knife then being passed along and above the index finger, should be made to cut through the membranous portion of the urethra, and its point lodged in the groove of the staff free from entanglement of uncut mucous membrane, which may bo ascertained by the feel and ring of metal.
Professor Humphrey writes at page 747, Lancet of 1st June 1872, as among the points on which ha lays most stress,?"the pressing the finger down upon the staff in tho membranous part of the urethra, and guiding the scalpel by it into the groove." Cutting down upon the staff is one of tho bugbears of young operators, who, from nervousness or rashness, may cut too superficially or too deeply?in the former case failing to lodge the point of the knife well in the groove of the staff, and in the latter perhaps getting to one side of the staff; or from over-anxiety to avoid the bulb, the incisions may be made too near the prostate, and the groove of the staff may not be felt until the incisions have been extended forward. Having cut upon the staff, let the operator take the handle of the staff in his left hand, hook it well up under the arch of the pubis, somewhat lateralize the blade of the knife, and keeping it as nearly aa possible parallel with the staff, let him cut or push it along the groove until it reaches the case of the prostate or bladder. The class of cases requiring the knife to be entered into the neck of the bladder will be considered below.
Entry into the bladder is indicated by the escape of urine, or by a feeling of loss of resistance. The latter is the only constant sign of the bladder being entered, and can only be appreciated by the "tactus eruditus." Consequently, a beginner operating with a blunt pointed knife upon young children or stout muscular men with small stone, may push the bladder upwards without notching the tissues at its neck, and then may grope about with his finger in the prostate on the supposition that he is in the bladder, and so fail to find tho stone.
It is a safe practice to observe the depth to which the knife penetrates, lest it should be passed in too far and wound the back part of the bladder. In adults tho neck of tho bladder is often found at a depth from the surface of tho perineum of a little over tho length of the two distal phalanges of the index finger, i.e., to 2? inches; while in children I have on many occasions met with it at a depth of about 1? inches.
Iu tall, muscular men, with enlarged prostate, it may be necessary to pass the knife to the depth of 4| inches from the surface before the tissues at the neck of the bladder can be sufficiently notched to allow of the entrance of the finger into the bladder.
It is in these cases of deep bladder that injecting it before the operation is especially useful, as it i3 thus brought down low in the pelvis, and the escapo of water from the wound ia an indication when tho bladder is reached, and a safeguard against too deep an entrance of the knife.
My recommendation that the operator should take the handle of the staff in his own left hand when cutting into tho bladder, I look upon as of great importance, as it is only by this means that the staff and knife can act in perfect unison, and the danger be avoided of the point of the knife slipping out of tho groove of the staff. He can also, if tho point of tho knife catch in a notch in the groove, alter the relation of the knife and staff to each other in any way required to enable it to pass on, either by slightly raising the handle of the knife, or by giving tho blade a wriggling motion, or by slightly drawing back the point of tho knife and then passing it forward again.
Much force must be avoided in pushing forward tho knife, as it may in that case make a plunge forward off the staff and wound important parts.
The least separation of the point of tho knife from tho groove of the staff at tho moment of entering tho neck of tho bladder will allow it to catch in tho folds of mucous inombrauo of that part.
The manner of holding the knife is of somo importance.
Erichsen remarks on this subject at page 998 of his work on surgery :?" In the first incision" ho says :?" Most operators, I believe, hold tho knifo under the hand," that is, as ho would an ordinary scalpel?" a position which that excellent lithotomist and accomplished surgeon, Mr. Fergusson, preserves throughout tho operation." This position of hand and knifo I gonorally prefer, on account of tho greater command tho hand has over tho knife; and because a cut is a safer mode of using a knifo than a thrust. There are, however, certain cases, such as those referred to in tho extract from Erichsen's work given below, in which it becomes very necessary to chango the position of tho hand during the deep or second incision, so as to hold tho kuife above the hand, as depicted in Fig. 385 of Erichsen's work. Erichsen continues :?" In operating on a child or on an adult with shallow perineum, tho knifo is most conveniently held like a common scalpel. " But if tho patient be fat, and tho perineum doep from August 1, 1873.] HEPATIC ABSCESS IN NATIVES.?BY J. CLEG-IIORN. 207 enlarged prostate, &c., then I think that it is a question whether greater steadiness may not sometimes be secured by holding the knife above the hand. The section of the prostate is thus made by a steady push or thrust of the knife forward." When the knife is used in this latter way it might be passed onwards so deeply by a careless operator (especially when the bladder is empty) as to wound the back wall of the bladder. It is to guard against this accident that the recommendation is given abovo to note the depth to which the knife enters the prostate.
(To he continued.) \ /
